Background: Lifelong adherence to a gluten-free diet (GFD) is the only treatment for coeliac disease (CD). Nutritional inadequacies have been identified with a GFD (1) . NICE call for increased research to assess whether supplementation should be given to all patients following diagnosis (2) . Group education sessions (GES) are becoming increasingly popular in the NHS due to savings in time and cost. This service evaluation aims to determine the nutritional adequacy of the diets of patients with CD, who attended a single dietitian-led GES. Patients included those newly diagnosed and pre-existing patients who were unsuccessful at adhering to a GFD. The GES discussed the importance of fibre, calcium, iron, vitamin D vitamin B12 and folic acid while adhering to a GFD. Methods: 7 day estimated food diaries (EFD) were collected pre and post GES. These were posted to patients due to attend a Leicestershire GES between April-November 2016. Dietary information was inputted into dietary analysis software to obtain mean daily nutrient intakes pre and post GES. Data was inputted into statistical analysis software. Descriptive statistics were used to assess the results and paired t tests used to test for statistical significance. Pre and post GES mean nutrient intakes were compared to UK guidelines. It was hypothesised that nutrient intakes would increase after the GES to meet requirements. As this is a service evaluation no ethics are required. Results: 80 patients attended the GES between April and November 2016 and were given food diaries to complete. 5 participants completed a pre and post education EFD. Intakes of fibre, calcium, iron, vitamin D and folic acid decreased following the GES, whereas consumption of vitamin B12 increased. These changes in nutrient intake were not statistically significant. The mean intake of calcium, vitamin D and fibre were below UK recommendations after attending the GES. Discussion: Nutritional deficiencies are likely due to the exclusion of gluten, consuming less fortified products and the increased requirement for calcium, concluding that the GES was ineffective at enabling patients to meet requirements (3) , . This is consistent with research assessing micronutrient deficiencies when following a GFD (1) . More research is needed to assess whether calcium and vitamin D supplementation should be given to patients upon diagnosis. Limitations include poor participation, estimation of food quantities, reporting bias, subject bias, and the potential overestimation of nutrients (4) .
Conclusion:
To improve this service the dietitian should increase emphasis on consuming a varied, nutrient rich, GFD to meet UK nutritional requirements. ) provoked a service evaluation. Aim: To understand the personal and health-system related factors which influence IBS GES/1:1 non-attendance and evaluate alternative services DNA patients would like to be offered. Methods: A retrospective observational evaluation of all 110 patients; 77% female, mean age 42 (range 18-79 years) referred July -October 2016 for dietary management of IBS. Attendance data was analysed from OASIS. Patients who did not respond to the 'invite to book' letter or who booked but then DNA were sent a service evaluation questionnaire with pre-paid envelope and pursued 1 month later by telephone. Results: 55% of responders booked into 1:1 appointments, 45% into GES with average wait 95 days (range 20-187 days) and 86 days (range 26-185 days) respectively (p = 0.23). Only 58% (n = 64) completed the IBS care pathway of initial 1:1 or GES with at least one follow up (FU). The 46 DNA patients ( Figure 1 ) were sent a questionnaire with an overall good 2 response rate of 37% (n = 7 by mail, n = 10 by telephone). Reasons for non-attendance ( Figure 2 ) were multi-factorial with 62% (n = 23) citing personal and 38% giving (n = 14) system-focused explanations. Service improvement initiatives were polled at 35% for telemedicine clinics, 29% for evening / weekend clinics and 24% for web, app or email-based consultations. Discussion: Factors contributing to non-engagement / DNA were interrelated with patients citing they no longer required advice or symptoms had improved having sought information elsewhere; often owing to delays in being seen. The mean waiting times breach our 12 week departmental target and is in part due to using a partial booking process. Web-based symptom evaluation and therapy is effective in IBS 3 but there is limited data on the use of telemedicine in this group.
Given financial constraints to extend working hours or purchase software, the introduction of an initial straight-to-book 30 minute telemedicine consultation with a gastro dietitian to offer first line IBS advice and triage into 1:1 or GES was deemed the best solution. The IBS telemedicine clinic runs alongside the 1:1 and GES and has the flexibility to offer ongoing telemedicine contact; improving service accessibility to those who cannot attend in person. • Baseline data was collected for all care home staff within the 4 nursing homes which included information on weight, height, Body Mass Index, Malnutrition Universal Screening Tool (MUST) score and accuracy of MUST, nutritional supplement prescription
• A tailored nutrition education programme was delivered in individual care homes based on the findings from the baseline data collection, which included topics such as screening, meal time experience, food fortification and appropriate use of oral nutrition supplements (ONS). A suitable questionnaire was given before the training and after the training in order to gain
• Individualised dietetic intervention was provided to residents at risk of malnutrition and those already established on ONS. These patient assessments occurred monthly in order for the residents to meet their dietetic goals sooner.
• Data was captured post intervention in order to evaluate benefits and improvements in the nutritional status of the residents and the care home as a whole. Ethical approval was not required for this service evaluation project. Results: The service involves scoping the level of staff knowledge and the reliability of nutritional screening pre-intervention in order to identify training needs. The total resident population was 327.
Providing a dietetic assessment monthly has reduced the time for dietetic intervention by 4 months compared to the core community dietetic service. Residents are able to meet their dietetic goal sooner which has reduced the need for ONS. Discussion: By implementing an enhanced dietetic service to care homes within the local health board, it has shown to decrease the risk of malnutrition amongst residents, increase the number screened for malnutrition and improve nutritional knowledge of staff. Nursing home 3 shows a significant improvement in the accuracy of the screening and improvement in staff knowledge which has resulted in an increase in the identification of residents at high risk of malnutrition. Conclusion: Following completion of the project the enhanced dietetic service further funding has been secured for additional dietetic staff to expand the service throughout the whole health board. These initial findings imply a potential cost saving within the area; further research is pending with the medicines management department within the health board. Background: Children with special educational needs and disability (SEND) often have eating problems which can result in faltering growth and nutritional deficiencies.(¹) The Kaleidoscope Clinic offers a limited dietetic service to children with SEND in Lewisham. Children are offered a single appointment and then discharged with a plan. Dietitians are trained to use the Process for Nutrition and Dietetic Practice. A key part of this cyclical process includes monitoring and reviewing dietetic interventions which requires follow up (²). The author was unable to find a standard pathway for dietetic support for Autistic children. The dietitian has raised concerns regarding the clinical and reputational risks of this service(³). Patient satisfaction with the service has not previously been explored and this study aims to investigate parental satisfaction through semi structured interviews. Methods: Ethical approval was obtained from Lewisham and Greenwich NHS Foundation Trust and London Metropolitan University. Informed verbal consent was obtained from all participants. A convenience sample was used and parents were recruited by telephone using data from clinic lists. Parents without a telephone or did not speak English were excluded. Seven parents participated in semi-structured interviews, using a questionnaire developed by the author and which was reviewed by her supervisors. The interviews were recorded, transcribed and analysed thematically using Braun and Clark (⁴) methodology for thematic analysis.
Results: Three main themes were identified: firstly, 'Dissatisfaction' with the service, in which parents expressed feelings of frustration with the service and difficulties in accessing ongoing support and, secondly, 'Satisfaction' with the actual appointment encompassing increased knowledge and feeling empowered. Lastly, 'Monitor and Review' where parents felt that a review was important so that they could ask further questions and discuss progress with the plan. Discussion: Interviews were carried out by the student dietitian to minimise reflexivity and bias was reduced by asking parents open questions and informing them their answers would assist in service evaluation. Since parents without a telephone or did not speak English were not included it is possible that the study did not include patients in lower socio economic groups with higher need for support. Whilst parents were mostly satisified with their actual appointment, they were dissatisfied with the service and lack of ongoing support or follow up. One child was followed up by an acute dietitian and it would be useful to establish the extent of this practice though audit.
The authors recommend that the dietetic service for children with SEND in Lewisham is revised and additional funding secured to commission a new service with a structured pathway which includes follow up. A further study looking at alternative methods of follow up would be useful.
13-49/ 100,000 inhabitants and typically manifests in adults as dysphagia and food bolus obstruction (1). Effective management strategies include proton pump inhibitors (PPIs) (2), topical steroids (3), or dietary intervention (4). Dietary management commonly consists of either the empiric six-food elimination diet (SFED) or allergy-test directed exclusion. This retrospective evaluation reports the patient clinical phenotype and outcomes for a number of interventions to manage EoE in a UK population, previously unreported, Method: Adults (≥16 years) with an oesophageal eosinophil count ≥15 per high power field (hpf) were identified from histology reports and hospital clinical records from two hospitals covering a two-year period. Positive response to treatment was defined as <15 eosinophils per hpf on repeat endoscopy or ≥50% reduction in peak count. Response rates between groups were compared using Fisher's Exact and eosinophil counts with Wilcoxen Signed rank. The study was registered and approved as a hospital service evaluation.
Results: We identified 100 subjects 18-84 years of age (median 35) with a predominance of males (76%) and Caucasians (94%; 67/71). Atopic conditions were reported in 75% (65/87) and allergy testing was positive to foods for 71% (44/62) and aeroallergens 72% (38/53). Fifty-one patients had both biopsies covering 67 treatment episodes (see table 1), with some having more than one treatment. Significant reductions in eosinophil counts were seen for SFED and allergy-test directed diets. There were no significant differences in efficacy between treatment groups. Through food reintroduction 14 patients identified triggers: 57% milk (n = 8), 29% gluten containing cereals (n = 4), 14% egg (n = 2), 7% soya, nuts, shellfish or fruit (each n = 1). Ten fully completed the reintroduction process, of which 50% had one trigger, 30% two, and 20% three or more. Discussion: Baseline characteristics were comparable to other described cohorts (1) with a high proportion of males, Caucasians and high rates of atopy. There was a non-significant trend to higher response rates for dietary compared to medical interventions, however almost half did not have a follow up biopsy on treatment. Given the restrictive nature of elimination diets, guidance and regular monitoring by a specialist dietitian is an important aspect of dietary management. Conclusion: Dietary intervention particularly the SFED is effective in our population and future research would be beneficial to identify factors that predict response to different interventions. (1) . Some patients restrict foods and take various supplements in an attempt to control symptoms (2) . Current nutritional guidelines for CFS include; NICE (2) , BDA food fact sheet (3) and the Manual of Dietetic Practice (1) . However, these guidelines lack robust evidence and the current UK dietetic care provision for CFS is unknown. Thirteen percent of Trusts (n = 20) reported that a nutritional guideline was used by Dietitians. Of these Trusts, the guideline produced by the BDA (3) was most commonly used. Discussion: The response rate from NHS Trusts was high at 84%. However, this rate was expected to be high as by using the FOI Act, there is a legal requirement for Trusts to provide requested information. The study suggested that very few patients with CFS are being referred to secondary care (6% of the total number of individuals diagnosed with CFS in the UK) and from there, to a Dietitian (2% of those referred to NHS Trusts). Nutritional guidelines that were reported to be used by Dietitians gave similar advice and encouraged patients to eat a well-balanced diet and to eat little and often, although there were some inconsistencies in the advice given. The guidelines that do exist have been in use for many years but the lack of good quality evidence makes it difficult for them to be updated. Conclusion: This national scoping exercise showed that very few patients with CFS were reported to have been referred to secondary care or to see a Dietitian. As there is currently a lack of robust scientific evidence for the role of the Dietitian in the management in CFS, further research is required to update nutritional guidelines. Further research into Dietetic interventions and their successes in improving patient outcomes may be useful to update current guidelines. . Focus on Undernutrition (FoU), a dietetic service delivered by competency trained dietetic assistants uses a multifaceted approach to undernutrition management. This includes training on the identification and treatment of undernutrition using the 'Malnutrition Universal Screening Tool', food first treatments and the appropriate use of oral nutritional supplements; specialist six week catering course on menu planning and special diets in care homes and annual assessment against a quality standard for undernutrition which is linked to Local Authority funding. This study aims to evaluate FoU's impact on undernutrition outcome measures in care homes; including FoU's influence on weight change in residents at risk of undernutrition, and prevalence of undernutrition and pressure ulcers (PU). Methods: A retrospective pragmatic service evaluation was undertaken using standardised data collection sheets. Pseudonymised data was collected by dietetic assistants over 13 years on weight, undernutrition risk and PU from all permanent long-stay residents' notes before and six months after training (FoU). Data was analysed by a registered dietitian using an Access database and Statistical Packages for Social Sciences (SPSS). Continuous data was analysed using paired t-tests, categorical data using chi-square. Ethical approval was not required, but written consent was obtained from home managers in order to collect anonymised resident data. • Reduced prevalence PU (51%, p < 0.001). PU prevalence significantly increased with undernutrition severity at baseline (p < 0. Results: Results demonstrate a statistically significant improvement in BMI for underweight patients and EDQLS for a mixed diagnostic sample with large effect pre-post treatment (Table1). Staff and patients identified individualised approaches to evidence-based treatment, group peer support, MDT knowledge and skills and therapeutic relationship as core strengths of the EDDS. Table 1 Pre 
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Discussion:
The results indicate that patients with moderate to severe ED are being retained in an AHP led, primary care EDDS with clinically and statistically significant improvements in BMI for underweight patients and HRQoL for a mixed ED diagnostic sample. The mean BMI at discharge is comparative with published EDDS evaluations and demonstrates clinically significant weight gain (1) . Increases observed in EDQLS scores were comparable with published findings indicating clinically meaningful improvement in HRQoL (3). Qualitative feedback from staff and patients is consistent with the essential features of a high quality ED service, identified by ED individuals, carers and health professionals in an international, large scale, online survey (4).
Conclusion:
The service evaluation provides preliminary support for community management of a markedly ill group of ED patients within a primary care EDDS which is AHP led, trans-diagnostic, and employs a continuum of care model. Its innovative approach bridges the gap between primary and secondary care and has led to improvements in HRQoL for patients presenting along the full ED spectrum, and in some cases, recovery of their physical and nutritional health status through clinically meaningful increases in BMI. 
Portsmouth, UK
Background: Type 1 Diabetes Mellitus (T1DM) is an autoimmune condition that currently affects more than 370,000 adults in the UK. 1 The number of people with T1DM using Continuous Subcutaneous Insulin Infusion (CSII) to manage their blood glucose levels has increased over recent years. 2 This service evaluation aimed to audit the outcomes of patients initiating CSII via achievement of individualised goals (either to reduce HbA 1 c or reduce hypoglycaemia) at 6 months and maintenance of these goals annually. Furthermore, this service evaluation analysed whether differences between individualised goals affected overall outcomes. ommend that individuals with CD should be followed-up annually, ideally with a dietitian, and that they should receive gluten-free products on prescription [1] [2] [3] [4] . Since 2015, several clinical commissioning groups in England have removed access to GF prescriptions to save costs 5 . The impact this may have on compliance with the GF diet is unknown 5 . The aim of this study was to assess the service provision to patients attending coeliac annual review appointments in an NHS trust in Southern England and to assess the impact that GF prescriptions have on compliance with the GF diet. Methods: Ethical approval was not required for this study. Inclusion criteria included all patients aged 18 above, that attended a coeliac annual review appointment at an NHS trust in Southern England in 2016 (n = 39). Data was collected retrospectively using dietetic record cards. Record cards were audited against a checklist used by dietitians during annual review appointments. To assess whether the checklist was in-line with the current evidence-base, it was compared to guidelines on the management of CD by the British Society of Gastroenterology . To assess the effect of GF prescriptions on compliance with the GF diet, independent t-tests were used to compare immunoglobulin A tissue transglutaminase (tTG) levels between patients receiving and not receiving prescriptions. Fisher's exact tests were also used to test for an association between receiving GF prescriptions and the presence of symptoms, gluten intake and an osteoporosis diagnosis.
Results:
The record card audit showed that points on the checklist were assessed in 0-100% of annual review appointments, with compliance with the GF diet (such as assessing symptoms and antibody levels) assessed in more patients than nutritional adequacy of the diet (such as discussing iron and fibre intake). Eight of the recommendations from UK guidelines were not included in the checklist. No significant associations were found between patients receiving food on prescription and patients not, in terms of symptoms (p = 0.71) and an osteoporosis diagnosis (p = 1.00). However, a trend towards significance was found with tTGs (p = 0.07) and gluten intake (p = 0.06); patients with prescriptions had lower tTGs and were less likely to have gluten in their diet than patients without prescriptions. Discussion: Due to the long-term health implications of not complying with the GF diet, assessing adherence to the GF diet may be viewed as a greater priority to dietitians than assessing factors such as healthy eating and fibre intake. The differences between the dietitian's checklist and UK guidelines may be because two of the guidelines were released after the checklist was last updated in 2015. Results suggest that receiving GF prescriptions may be associated with lower tTGs and increased compliance with the GF diet, however no significant differences were found between patients with and without prescriptions. This may due to limitations of the study, such as small sample size. Conclusion: To improve the service provision to patients attending coeliac annual review appointments, dietitians must update the tools they use during consultations, according to current guidelines. Further studies are required to assess the impact that GF prescriptions have on compliance with the GF diet and the factors that influence prescription use.
www.gov.uk/government/uploads/system/uploads/attachme nt_data/file/604842/Gluten_free_foods_cons.pdf. Accessed 22 April, 2017.
Audit of vascular access devices in patients prescribed parenteral nutrition (PN) P Turner & I King Ulster Hospital, Upper Newtownards Road, UK Background: Catheter related complications are common in patients given parenteral nutrition (PN) and can be associated with significant nutritional deficits, morbidity and mortality. As a result both NICE 1 and ESPEN 2 have issued guidance on appropriate vascular access in PN. The aim of this audit of devices used for PN at the Ulster Hospital was to assess practice against these guidelines and identify possible areas of concern. Methods: A retrospective audit of the clinical records of 20 patients prescribed PN was carried out using an extraction tool to identify the type of line used, whether it was dedicated to PN, how long it was in place, the duration of PN and the number of devices required during the course of PN. In addition the number of short PVCs placed for peripheral PN is not optimal due to discomfort, cost of frequent replacement and damage to vascular access -much of which could be avoided with the use of midlines as recommended by ESPEN. Also PICC infections led to blood stream infections. The lack of a dedicated person to place PN lines and lead on their care may be a contributing factor to these findings and resultant impact on optimal nutritional care.
Conclusions: Several areas of concern were highlighted by the audit, in particular line sepsis and the number of cannulas used for peripheral PN. Employing a nutrition specialist nurse or specialist dietitian to place and care for lines may be a solution.
